With time left depression became more difficult, and although no torsion was demonstrable on the synoptophore, incyclotorsion on depression was evident on the Lees screen fixing with the left eye.
We have used this new method of measurement on patients with torsion of differing etiology: superior oblique underaction; dysthyroid eye disease; 'A' and 'V' patterns; traumatic or mechanical defects of ocular motility.
In some instances our results do not add any additional information to that gained by conventional methods. However, in many cases the findings appear to be much more representative of the expected results in a particular type of ocular motility problem, and are much more easily elicited.
With a technique of measuring torsion that is reproduceable, more insight into some ocular motility problems will come. It is likely that in vertical imbalances the amount of torsion present will help to decide which muscle one should operate upon. It may help to show up the underacting muscle in cases of possible superior oblique weakness of one eye or superior rectus weakness of the other. We have studied 4 cases with this problem and all showed an excyclotorsion maximal on upgazesuggesting the pathology lies in the superior recti.
Mr Ian M Strachan (Department ofOphthalmology, Hallamshire Hospital, Glossop Road, Sheffield, S1O 2JF)
Electrodiagnostic Techniques in the Management of Squint
Only two aspects of the topic will be dealt with: applications of proven clinical value, and newer techniques which appear to have potential in clinical practice. Electromyography Jampolsky (1970) has stated that in the management of squint in children, electromyography (EMG) is as much practical use as Bluebeard's seventh wife. This investigation is not generally possible in children as significant discomfort may be involved and it can be psychologically distressing to have a needle electrode thrust alongside the eye. Anesthesia either local or general abolishes the response and the patient must remain conscious and cooperative. I therefore confine the use of EMG to adults. It is of use in two situationsparalytic squints and myasthenia gravis.
Paralytic Squints
It is mandatory that these cases are thoroughly investigated to determine the etiology of the squint. When this is known, then a sound estimate of the prognosis may be given. There remain, however, cases of uncertain etiology (especially in the elderly where extensive investigation is undesirable) in whom the prognosis is in doubt. Squints produced by cranial trauma also frequently have an uncertain prognosis.
We need to know two things in deciding on the surgical management of a paralytic squint: (1) What is the chance of spontaneous recovery?
(2) What, if any, contractures are occurring in the orbit? EMG can give information about the first point. It requires about 50% of the motoneurones to be non-functioning before the EMG record is affected (Breinin 1962) . It is therefore less useful than ordinary clinical testing for detecting minor degrees of paresis. Except in diabetic nerve lesions, when there is electromyographic silence or where only fibrillation potentials are recorded, then a uniformly bad prognosis for recovery can be given. Corrective surgery should therefore be undertaken without delay. If a reasonable level of EMG activity is found, then the prognosis for further recovery is good (up to 6 months from the onset). Any recovery may not necessarily be complete. Further EMG testing can be undertaken to see if the record shows improvement. In addition, it is important to test for the presence of developing contractures by forced duction. Should significant contractures be found then surgery should not be delayed, even though it may be anticipated that further recovery of muscle function will take place. Patching the sound eye may help to minimize contractures. Fortunately it is uncommon that severe contractures occur with a paresis which recovers spontaneously. More accurate guidance than this cannot be given until a simple method of quantitated forced duction testing becomes available (Fig 1) .
Myasthenia Gravis
EMG offers advantages over all other clinical methods of diagnosing myasthenia in that an electrical response may occur in affected muscles after edrophonium without any clinical effect being apparent. Both fatigue usually within two minutes and a response to edrophonium can be found. The normal extraocular muscles are almost impossible to fatigue. Frequency analysis of the EMG record is essential as one wishes to know whether the affected muscles have become myopathic and therefore unresponsive to anticholinesterases. Grossly, the EMG trace in normal and myopathic muscle looks the same. Should myopathy be found, then treatment may be tailored to deal with any myasthenia in the skeletal muscles (or, in the purely ocular form, abandoned). The myasthenia-like syndrome of carcinomatosis (Eaton-Lambert) may give a similar picture, so that it is necessary to search for neoplasia in these patients.
Other methods of diagnosing myasthenia such as pre-and post-Tensilon Hess charts, Tensilon tonography or even saccadic speed measurements before and after Tensilon will not detect those cases which have become myopathic. In treated cases, EMG with edrophonium will clearly show whether undertreatment or overtreatment with cholinergic block is occurring.
Saccadic Tracking
Eye movements are heavily damped by the orbital tissues (Collins 1971) as the springing of a car is damped by the shock-absorbers. The extraocular muscles have therefore to provide a large burst of power during the execution of a saccade, when angular velocities of up to 600°/second may be achieved. Even a slightly weak muscle may be shown to execute a slow movement, particularly when compared with its normal yoke. In addition, a saccade in the opposite direction may show an overshoot of the affected eye due to the lack of restraint from the paretic muscle (Fig 2) . Records are made by an electronystagmographic technique using skin electrodes near the eye. Saccades may be produced voluntarily (as in electro-oculography) or by optokinetic means to generate refixation saccades. The test gives rise to no discomfort and as saccades can be induced involuntarily, it is eminently suitable for use in small children.
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Fig 3 Goggles with array ofelectrodes to record both vertical and horizontal saccades
The important observation is the time course of the saccade, which is normally the same in each eye. Published reports to date have examined mainly horizintal movements, but vertical movements can also be tested with an appropriate electrode array which can conveniently be mounted on goggles (Fig 3) . Vertical saccades in both an upward and downward direction in both right and left gaze are performed to test the action of vertical recti and obliques. It might be supposed that because of mechanical differences, there would be a difference in saccade speed between the 4recti and obliques. This does not appear to be the case.
A vertical saccade upwards tests the action of both the superior rectus and inferior oblique, and therefore does not test the action of one muscle alone. By testing vertical movements in lateral gaze, the synergist not under test is made to work at a mechanical disadvantage and differences due to paretic muscles may be detected.
